rently described regimens of medical management3 4 are effective but unpleasant and require admission to hospital.
Gastrografin is a radiological contrast medium, containing sodium diatrizoate 100 mg/ml, meglumine diatrizoate 660 mg/ml, and iodine 370 mg/ml, plus flavouring and wetting agents. It is hypertonic with an osmolality of 2150 MOsm/kg H20 at 37°C. Absorption from the intestine is minimal.
When Gastrografin is given by enema to relieve obstruction in the newborn, or in older patients with cystic fibrosis with meconium ileus equivalent, the manufacturers recommend that it be diluted fourfold with water. In our hospital children who require Gastrografin enemas to relieve meconium ileus equivalent have been given 100-200 ml Gastrografin in three times that volume of water, under fluoroscopic control.
We have found smaller oral doses, 50 ml in children under 8 years and 100 ml in those 8 years and older, to be effective. All children drink at least four times that volume of water or fruit squash with the Gastrografin. None of our patients has developed dehydration after these doses of Gastrografin, and electrolytes measured in inpatients were normal.
Oral Gastrografin is contraindicated where there is pre-existing dehydration, prolonged obstruction, or evidence of acute abdomen or iodine sensitivity but may otherwise safely be given to children aged over 5 years as outpatients.
Oral Gastrografin is a simple, safe, and effective outpatient treatment. We consider it to be the treatment of choice in acute meconium ileus equivalent in cystic fibrosis.
Correspondence to Dr D P Heaf, Respiratory Unit, Alder Hey Children's Hospital, Eaton Road, Liverpool L12 2AP, England. With vigilance for child abuse and awareness of the possibility of cerebral injury from shaking increasing, alternative explanations of the characteristic clinical features of shaking may be overlooked. We describe a child in whom the initial impression of abusive shaking was false.
Case report
The girl was born uneventfully at term weighing 3300 g, the first child to unmarried white parents living in poor circumstances. Her mother was aged 16 and her father 21 and unemployed. On the day of the child's admission at the age of 6 weeks, her father thought she was well when he fed her at 0600h. Four hours later her mother noticed a one minute episode of twitching of the left arm and hand. Similar episodes occurred at each feed of the day, but she sucked well and seemed normal between them. She screamed uncontrollably during her evening bath, with a further left sided seizure. At 2300h she awoke screaming and looked pale and Spontaneous subhyaloid and retinal haemorrhages in an infant 1131 sweaty. Her father telephoned the family doctor and returned to bed but later accompanied her to hospital and said that he had recently bounced the baby, sleeping in her pram, down the few steps to the garden.
Shortly after admission she had several momentary episodes of left sided clonic seizures. She was afebrile but pale and irritable. The fontanelle was full. There were extensive bilateral retinal haemorrhages and a large right subhyaloid haemorrhage. There were no signs of direct injury or neglect, no cranial bruit, and normal femoral pulses. The head circumference was normal.
Her haemoglobin concentration was 8-5 g/dl. Other investigations with normal findings included white blood cell count and blood film, coagulation studies, platelets, and a full x ray skeletal survey. Lumbar puncture showed moderataly blood stained cerebrospinal fluid with a xanthochromic supernatant and no evidence of infection.
A diagnosis was made of intracranial haemorrhage, probably resulting from shaking injury. She was transferred to the intensive care unit where an urgent computed tomogram of the brain showed a large intracerebral haematoma (Fig. 1) . This was considered to be incompatible with injury and to suggest spontaneous bleeding.
Her condition stabilised rapidly without further seizures. Transfemoral right common carotid angiography was performed 36 hours after admission. This showed an arterial aneurysm lying distally in an ascending frontal branch of the right middle cerebral artery. At craniotomy on the seventh hospital day the haematoma was evacuated and the aneurysm in its cavity removed. The only postoperative complication was a transient left sided weakness and at the age of 1 year she is clinically and developmentally normal.
Discussion
It is increasingly recognised that infants are particularly susceptible to cerebral injury by shaking.' 2 This may be accompanied by other clinical or radiological evidence of trauma but is often more subtle and difficult to establish. Retinal and subhyaloid haemorrhages are considered to be highly suggestive, if not pathognomonic, of the condition in infancy.' 2 We emphasise that they are not necessarily the hallmark of shaking and the presence of such haemorrhages should not become uncriti- (Fig. 2) .4
Recognition of a subdural haemorrhage by aspiration through the anterior fontanelle should also be considered critically. Any intracranial haemorrhage may leak into the subarachnoid space and a subdural haematoma can develop if an aneurysm or arteriovenous malformation ruptures through the arachnoid mater. Such a finding has been described in a 3 month old child with an intracerebral aneurysm.5 Arteriovenous malformations may also occur within the meninges and so bleed directly into the subdural space. We can see little value in performing diagnostic subdural taps when access to computed tomography facilities are available.
We suggest that a computed tomogram of the brain should be considered urgently in the evaluation of cases of possible shaking injury or unexplained fundal haemorrhages. This should clarify the appropriate course to follow and prevent misinterpretation. A ruptured intracerebral arterial aneurysm may be eminently suitable for curative neurosurgery.
We thank Dr Ian Holland for his neuroradiological expertise.
Topical anaesthesia for venepuncture S CLARKE AND M RADFORD Department of Child Health, Southampton General Hospital SUMMARY A topical anaesthetic cream was tested in a randomised, double blind, placebo controlled trial of 15 children. The severity of pain experienced during venepuncture was assessed, using visual analogue and verbal rating scales. The topical anaesthetic cream was found to be significantly superior to placebo using each form of assessment.
Venepuncture is probably the commonest procedure carried out on paediatric patients requiring medical treatment. Many children tolerate the procedure well, but for some it is a major ordeal. A topical preparation that could be applied without discomfort and alleviate the pain of venepuncture would be particularly useful for children receiving repeated venepunctures.
To penetrate intact skin a topical anaesthetic cream should contain local anaesthetic in high concentrations. This has hitherto been difficult to achieve because most anaesthetic bases are crystalline at room temperature and unstable in high concentrations. By mixing two anaesthetic bases, lignocaine and prilocaine, in equal proportions, an eutectic mixture is obtained that is liquid at room temperature. This mixture, known as EMLA (Eutectic Mixture of Local Anaesthetics), can be incorporated into an emulsion without first dissolving the bases in oil, making it possible to attain a haemorrhages in an infant. 
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